Introduction: Circulatory collapse during transfemoral transcatheter aortic valve implantation (TF-TAVI) procedure is a life-threatening complication. We present an important and poorly described cause. Case report description: An 82 year old male was accepted by the TAVI multidisciplinary team for TF-TAVI. He had severely impaired left ventricular (LV) function (LVEF 25%), normal LV wall thickness and severe aortic stenosis (PG 63 mmHg, AVA 0.9cm 2 ). Coronary angiography revealed significant disease in the proximal-mid LAD, mid-OM1 and an occluded RCA. His logistic EuroScore was 17.45%. It was felt that since his primary complaint was dyspnoea and he reported no anginal symptoms, in the absence of prognostic coronary disease, he did not require pre-TAVI revascularisation. The procedure was performed under a general anaesthetic with peri-operative tranoesophageal echocardiography (TOE) using a 29 mm Edwards SAPIEN XT with a good final position, no AR and good antegrade haemodynamics. He suffered a rapid loss of blood pressure and ventricular tachycardia, which reverted to asystole after defibrillation. CPR was performed according to guidelines. TOE was used to exclude annular or root injury, iatrogenic disruption of the mitral valve apparatus and prosthesis structural failure or malposition. Angiography confirmed patency of the coronary arteries and ilio-femoral integrity. A "suicide ventricle" was diagnosed and the decision was made to initiate femoral-femoral cardiopulmonary bypass to stabilise the patient. This was gradually weaned over 30 minutes with successful return of intrinsic cardiac function. Initial post-procedural transthoracic echocardiography demonstrated improvement of LV function (LVEF 45%) with normal prosthetic forward flow and only trivial regurgitation. This echocardiographic improvement was maintained at 60 day follow up with marked symptomatic improvement. Discussion and conclusion: A "suicide ventricle" is important cause of periprocedural hypotension and circulatory collapse in TAVI patients. Immediately available fluoroscopic and TOE imaging can help to exclude the other major causes. A perfusionist and a primed CPB machine in the room can allow a desperate situation to be recovered and provide effective bridging for return of myocardial function. The mechanism and aetiology of this difficult complication is not yet known; revascularisation of large areas of at-risk myocardium may be protective. The effects of treatment of coronary artery disease prior to TAVI will be addressed in ongoing the ACTIVATION trial (ISRCTN75836930).
Introduction:
Transcatheter Aortic valve implantation is a new challenging procedure for frail patient with several co-morbidities. In this case report, the patient developed a mitral valve endocarditis on a post-TAVI mitral valve injury. The level of aortic valve implantation and mitral valve interaction are discussed and may have provoked mitral lesions making the bed of endocarditis. Case report description: An 81-year-old man with symptomatic severe aortic stenosis was referred for transcatheter aortic valve implantation. Transthoracic Echocardiographic (TTE) assessment confirmed a low-flow low-gradient aortic stenosis, with a mean gradient a moderately impaired left ventricular function and no mitral regurgitation. A 26-mm SAPIEN valve was inserted through a right transfemoral approach. Final valve positioning was performed under rapid ventricular pacing. Post-implantation control was sub-optimal with no aortic regurgitation but the valve position was found to be slightly too high relative to the aortic annulus plane. Discharge TTE showed an optimal valve function with trivial posterior paravalvular regurgitation and mean transprothetic gradient of 8 mmHg. There was no mitral regurgitation. Two weeks later he presented a multi-bacterial infective endocarditis confirmed by 2D transesophageal echocardiography (TEE) with mitral valve injury and perforation of the anterior mitral valve leaflet caused by the ventricular edge of aortic valve stent. A TEE with real-time 3D assessment showed a perforation of the anterior mitral valve leaflet caused by the ventricular edge of aortic valve stent with a 5.7 x 3.5 mm vegetation on the left atrium side. There was a mild to moderate mitral regurgitation and the ventricular tip of the metal stent passed through the mitral valve at each systole. An ECG-gated cardiac Computed tomography confirmed the supra-valvular insertion of the prosthetic aortic valve relative to the annular ring and the sinuses of Valsalva. First line medical strategy was decided and surgical valve replacement was therefore not performed due to high mortality risk and lack of clinical benefit. Conclusion: This case highlights the need for intra and peri procedural multimodality imaging monitoring to ensure a good deployment and prevent misposi-tionning of the device. In our case, the high positioning of the prosthesis lead to mitral valve injury making the bed of infective endocarditis secondary to contemporary transient bacteremia.
ACUTE CORONARY SYNDROME -THINKING BEYOND THE PLAQUE
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To stent or not to stent -a challenging decision in a rare condition J. Michel, A. Aitken. Wellington Hospital, Wellington, New Zealand Introduction: In this case we discuss the management of a patient with recurrent acute coronary syndrome due to Takayasu arteritis (TA). Case report description: In 2007, a 13-year-old Caucasian male with angina, electrocardiographic and troponin abnormalities consistent with an acute coronary syndrome, and widespread bruits, was found to have multiple arterial stenoses involving the aorta, renal and carotid arteries. The erythrocyte sedimentation rate was 32mm (0-7), C reactive protein 36 mg/L (0-7) with a mild normocytic anaemia. Coronary angiography showed triple vessel disease and he was diagnosed with TA with coronary artery involvement. Coronary artery bypass graft surgery (free left internal mammary graft to the left anterior descending artery and sequential saphenous vein graft to the intermediate and left posterolateral vessels) was performed. The patient received intensive medical therapy and angioplasty for hypertension due to bilateral renal artery stenosis. His condition continued to progress and angina recurred in 2012 with coronary angiography demonstrating occlusion of the vein graft segment to the posterolateral artery. The patient was managed medically but was diagnosed with a non-ST elevation myocardial infarction in 2013 due to occlusion of the vein graft to the intermediate. He suffered ongoing symptoms of cardiac ischaemia and after discussion with the Cardiosurgical team a decision was made to treat the diseased native right coronary artery by percutaneous coronary artery intervention (PCI) with drug eluting stents. Despite this measure the patient has experienced ongoing angina and further PCI to the ungrafted left coronary artery territories is under consideration. Discussion: TA most commonly presents in 20-30 year-old females of East Asian descent and coronary artery involvement in children is very rare. From a cardiac perspective this case highlights the challenge of managing coronary artery disease in the setting of active large vessel vasculitis. Limited data exist to guide clinicians in this setting. Whether redo cardiac surgery at age 18 would be superior to a percutaneous approach is unclear. Implications to clinical practice: 1. Our case highlights the importance of considering vasculitis in the differential diagnosis of a young patient presenting with chest pain. 2. Rare clinical scenarios can pose a management dilemma for the treating physician due to the paucity of supporting research available to direct the decision making process. Treatment strategies should be decided on a case-by-case basis and consensus opinion from the multidisciplinary team is recommended.
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Kawasaki disease and coronary aneurisms: is the anticoagulant therapy adapt to prevent thrombosis? Introduction: Kawasaki disease (KD) is a childhood vasculitis characterized by fever, bilateral conjunctivitis, erythema of the oral mucosa, rash in the extremities and cervical lymphadenopathy. In the patients who develop coronary aneurysms, long-term antiplatelet therapy is recommended. Case report description: A 26-years old men was admitted to our Department for oppressive chest pain, onset at rest, radiating to the neck and disappears (within 40 minutes) after taking nitroglycerine. The diagnosis of KD was made about 15 years ago with the evidence of coronary artery aneurysms. His medication included warfarin once daily (INR 2-3). EKG showed ST elevation in anterior leads. Echocardiogram was normal. The coronary angiography demonstrated a severe luminal irregularities with aneurysms ( Fig. 1A, B ; white arrows). Right 
